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Abstract 

A  suicidal  patient  requires  a  prompt,  coordinated  intervention.  In  this  paper,  we 
describe  a  process  for  developing  a  suicidality  policy,  which  may  help  clinics 
develop  effective,  locally  adapted  policies.  We  present  the  process  in  the 
framework  of  the  Quality  Improvement  Plan-Do-Study-Act  cycle.  The  process  we 
describe  occurred  as  part  of  a  quality  improvement  project.  Translating  Initiatives 
for  Depression  into  Effective  Solutions  (TIDES)  is  an  evidence-based,  quality 
improvement  intervention  for  depression,  implemented  in  seven  Veterans 
Administration  primary  care  clinics  in  five  states.  A  multidisciplinary  workgroup, 
the  Collaboration  Workgroup  (CWG),  created  for  this  project  supports  the 
collaborative  care  process  through  evaluation  and  improvement  of  policies, 
including  those  for  institutional  response  to  suicidality.  During  the  “plan”  phase, 
the  workgroup  reviewed  existing  policies  from  each  of  the  seven  participating 
intervention  clinics.  This  review  revealed  significant  gaps  and  implementation 
difficulties.  During  the  “do”  phase,  workgroup  members  developed  or  adapted 
site-specific  policies  as  needed  based  on  the  initial  CWG  review,  and  assisted 
sites  in  implementing  them.  During  the  “study”  phase,  workgroup  members 
reviewed  what  had  worked  and  what  had  not  worked  in  implementing  policies  for 
threatened  suicide  at  each  site,  and  identified  a  set  of  key  features  of  successful 
policies.  Features  included  a  clearly  defined  chain  of  responsibility,  well-defined 
followup  procedures,  and  documentation  of  actions  in  the  medical  record.  The 
workgroup  developed  templates  that  emphasized  these  key  features  but  allowed 
for  necessary  local  adaptation.  Workgroup  clinicians  assisted  clinics  to  implement 
site-specific  policies.  During  the  “act”  phase,  which  is  ongoing,  site  policies  are  in 
effect  and  are  being  evaluated. 


Introduction 

Overview 

When  a  patient  expresses  thoughts  of  suicide,  a  potential  crisis  ensues  for  the 
patient,  the  provider,  and  the  health  care  institution.  In  addition  to  the  tragic  death 
of  the  patient,  the  sequelae  of  a  completed  suicide  include  profound,  negative 
outcomes  for  the  patient’s  family,  provider,  and  health  care  system.  These 
outcomes  affect  emotional,  financial,  and  professional  domains.  Prompt 
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assessment  of  potentially  suicidal  patients  by  individual  clinicians  is  imperative 
and  requires  knowledge  of  the  following:  risk  factors  for  suicide,  skill  in 
establishing  a  rapport  with  an  extremely  distressed  patient,  and  clinical  experience 
in  assessing  the  degree  of  risk.  However,  skilled  clinical  assessment,  while 
necessary,  is  not  sufficient  for  effectively  responding  to  a  suicidal  patient.  In  any 
health  care  organization,  a  suicidal  patient’s  initial  contact  often  will  be  whoever 
picks  up  the  phone  at  the  practice.  The  progress  from  that  individual  to  a  clinician 
who  can  assess  the  level  of  urgency  of  the  situation  is  part  of  a  complex  chain  of 
events.  Once  the  clinician  has  decided  on  a  course  of  action,  he  or  she  must 
activate  a  response  within  the  context  of  the  system  as  a  whole,  involving  other 
providers,  disciplines,  and  departments,  such  as  emergency  room  staff,  the  on-call 
physician,  the  admitting  officer,  the  inpatient  unit,  the  primary  care  provider,  and 
the  mental  health  treatment  team.  Appropriate  response  by  the  institution  thus 
involves  a  complex  process  of  clinical  assessment  and  administrative  support.  Not 
surprisingly,  gaps  and  deficits  in  suicide  prevention  systems  within  medical  care 
organizations  are  common  and  are  often  discovered  only  after  suicide.  In  this 
paper,  we  describe  the  process  used  by  a  multidisciplinary  team  of  clinicians  and 
researchers  to  develop  suicide  prevention  policies.  We  present  the  team’s 
consensus  about  important  policy  features  and  summarize  the  lessons  learned 
about  the  critical  aspects  of  developing  such  a  policy.  This  work  is  not  presented 
as  a  rigorous  evaluation  of  suicide  policies;  rather,  we  demonstrate  the  application 
of  a  quality  improvement  methodology  to  an  important  problem  facing  health  care 
institutions. 

Evidence  of  need  for  a  new  approach 

Current  medical  literature  reflects  a  good  understanding  and  general 
consensus  about  how  to  clinically  assess  and  manage  a  suicidal  patient.  For 
example,  numerous  studies  document  the  significant  risk  factors  for  suicide,  5 
including  older  age,  male  sex,  presence  of  depression  (especially  with 
hopelessness),  presence  of  substance  use  disorders,  and  absence  of  social 
support.6  8  Knowledge  about  risk  factors  helps  determine  the  procedures  to  be 
used  in  clinical  assessment.  Hirschfeld,2  for  example,  recommends  asking  the 
patient  directly  about  his  or  her  risk  of  suicide  and,  at  the  same  time,  detennining 
the  availability  of  lethal  means  to  commit  suicide,  the  presence  of  financial  or 
other  serious  problems,  and  the  possibility  of  comorbid  disorders,  such  as 
personality  disorders. 

Knowledge  about  risk  factors  and  about  recommended  approaches  to  clinical 
assessment  is  helpful  in  decisionmaking,  but  there  is  less  research-based  support 
for  the  institution’s  role  in  supporting  the  provider’s  treatment  plan.  Little 
research  has  focused  on  assessment  and  development  of  institutional  policies  for 
this  part  of  the  task,  leading  to  frustration  among  clinicians  and  policy  experts 
who  search  in  vain  for  published  guidelines.  Dlugacz  et  al.9  describe  a  root  cause 
analysis  of  patient  suicides  in  a  non-VA  health  care  system.  By  identifying 
deficiencies  in  current  policies,  Dlugacz  et  al.  provide  a  starting  point  for 
improvement  in  suicide  prevention.  The  deficiencies  they  found  include  poor 
communication  among  different  providers  and  departments,  difficulty  in  locating 
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appropriate  placements,  and  lack  of  knowledge  about  the  role  of  related  factors 
such  as  alcohol  abuse.  The  authors  recommended  a  comprehensive  remediation 
process,  including  staff  education,  improved  assessment  of  at-risk  patients,  and 
attention  to  seemingly  simple  matters  such  as  prohibiting  patient  access  to 
dangerous  items. 10  Hirschfeld  briefly  addresses  the  details  of  outpatient 
prevention2  and  makes  recommendations  about  practical  matters,  such  as 
supervising  the  patient  during  transport  to  the  hospital  and  monitoring  the  patient 
once  hospitalized.  However,  such  pragmatic  concerns  have  not  been  widely 
addressed  in  available  literature,  and  instructions  on  how  to  develop 
institutionwide  policies  are  lacking.  The  gaps  in  the  literature  reflect  the  state  of 
the  field,  where  basic  clinical  management  is  well-established  while  institutional 
policies  are  beginning  to  receive  more  attention. 

Our  workgroup  addressed  this  knowledge  gap,  using  the  Plan-Do-Study- Act 
cycle  to  develop  detailed,  pragmatic  policies  for  suicidal  patients.  The  policies  we 
developed  are  based  on  clinical  experience,  research  knowledge,  and  group 
consensus. 

Background  information 

Translating  Initiatives  for  Depression  into  Effective  Solutions  (TIDES), 
sponsored  by  The  Department  of  Veterans  Affairs  Quality  Enhancement  Research 
Initiative  (QUERI)  and  Well-being  Among  Veterans  Enhancement  Study 
(WAVES),  are  companion  studies  that  implement  and  evaluate  collaborative  care 
for  depression  in  Veterans  Affairs  (VA)  primary  care  clinics,  using  evidence- 
based  quality  improvement  (EBQI)  methods.  TIDES  implements  the  evidence- 
based  collaborative  care  intervention,  while  WAVES  is  a  rigorous  research 
project  that  evaluates  the  TIDES  quality  improvement  effort.  The  TIDES  project 
engaged  clinical  management  in  three  large  VA  regions  (Veterans  Integrated 
Service  Networks  or  VISNs)  in  redesigning  depression  care  in  two  to  three 
medium-sized  primary  care  outpatient  clinics  per  region  (serving  thousands  of 
patients).  These  redesigns  were  based  on  evidence  about  both  appropriate 
treatments  and  effective  depression  care  delivery  methods.  The  TIDES  quality 
improvements  are  fully  implemented  and  ongoing.  The  WAVES  project  has 
selected  a  representative  panel  of  patients  from  practices  participating  in  TIDES, 
as  well  as  from  comparable  usual  care  practices,  and  will  determine  whether  the 
TIDES  intervention  is  more  effective  for  these  patients  than  is  usual  care. 

As  implemented  by  the  clinical  leaders  and  managers  who  participated  in  the 
TIDES  project,  depression  is  managed  initially  by  primary  care  providers,  with 
nurse  care  manager  support  for  patient  assessment  and  education.  The  primary 
care  clinician  then  decides,  in  collaboration  with  the  patient,  whether  to  prescribe 
antidepressants  in  primary  care  or  to  refer  to  a  mental  health  specialist.  If  the 
patient  is  treated  with  antidepressants  in  primary  care,  the  care  manager  follows 
patient  symptoms  and  encourages  treatment,  with  supervision  from  a  mental 
health  specialist.  If  a  patient  is  referred  to  a  mental  health  specialist,  the  care 
manager  helps  coordinate  depression  treatment  among  the  primary  care  provider, 
who  continues  to  manage  other  aspects  of  the  patient’s  care,  the  specialist,  and  the 
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patient.  The  collaborative  care  team  thus  involves  the  patient,  the  primary  care 
clinician,  the  care  manager,  and  mental  health  specialists.  The  team  also  involves 
the  senior  leaders  in  primary  care,  mental  health,  nursing,  and  administration  from 
the  participating  VISNs.  These  leaders  provide  overall  direction  for  the  project 
and  designate  necessary  clinical  resources. 

VISN  leaders  identified  collaboration  between  mental  health  specialists  and 
primary  care  clinicians  as  the  single  most  important  element  of  depression  care 
improvement.  TIDES  therefore  assembled  a  multidisciplinary  workgroup — 
Collaboration  Workgroup  (CWG) — composed  of  VA  primary  care  clinicians, 
depression  care  managers,  mental  health  clinicians,  and  researchers  to  focus  on 
fostering  effective  collaboration.  The  first  major  collaborative  care  issue  brought 
to  the  CWG  was  how  to  manage  patients  who  present  with  suicidal  ideation  (i.e., 
thoughts  about  potentially  lethal  self  harm).  The  CWG  recognized  the  importance 
of  having  well-defined  policies  for  response  to  suicidal  TIDES  and  WAVES 
patients,  and  worked  together  to  develop  such  policies.  The  CWG  also  realized 
that  although  all  health  care  institutions  may  encounter  a  patient  with  suicidal 
ideation,  each  institution  is  unique  and  will  operate  differently.  The  CWG 
therefore  set  out  to  develop  policies  that  would  be  effective  for  this  common 
problem  while  maintaining  enough  flexibility  to  adapt  to  unique  local  needs. 


The  Collaborative  Care  Workgroup 
approach  to  improving  suicide  prevention 

The  CWG’s  approach  to  development  of  a  suicide  response  policy  can  be 
conceptualized  within  the  framework  of  the  quality  improvement  (QI)  model  of 
the  Plan-Do-Study-Act  cycle  (Figure  1).  This  cycle  is  a  well-known  approach  to 
quality  improvement  and  does  not  require  large-scale  trials  to  yield  valuable 
results.  Therefore,  it  was  a  logical  approach  to  use  in  the  TIDES  quality 
improvement  intervention.  The  “Plan”  stage  involved  development  of  the 
workgroup  and  review  of  the  existing  site  policies.  “Do”  involved  creation  of  a 
recommended  response  policy.  “Study”  involved  analysis  of  study  features  and 
implementation  and  evaluation  of  the  policy.  The  “Act”  stage  is  ongoing  and 
includes  real-world  implementation,  dissemination,  and  evaluation  of  the 
recommended  policy. 

Some  health  care  sites  lack  integrated  response  systems;  in  other  sites,  such 
systems  exist  on  paper  and  are  neither  functional  nor  integrated  across  service 
lines.  In  such  cases,  there  is  an  additional  layer  of  complexity  in  that  the  support 
staff  must  have  some  guidelines  for  assessment.  This  individual  must  then  be  able 
to  locate  a  clinician  to  assume  responsibility  for  the  patient.  Once  the  patient  has 
been  determined  to  be  at  high  risk,  the  clinician  must  decide  whether  to 
hospitalize  or  to  rely  upon  a  less-restrictive  form  of  management,  such  as  a  no¬ 
suicide  agreement  or  safety  contract  in  conjunction  with  close  followup.  When 
emergent  hospitalization  is  the  chosen  course  of  action,  the  clinician  must  act  to 
obtain  help  for  the  patient. 
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Figure  1.  Plan-Do-Study-Act  cycle  of  policy  development 
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“Plan” 

Workgroup  development 

The  CWG  included  an  average  of  30  individuals,  22  of  whom  formed  a  core 
group  that  met  monthly  to  address  policy  issues.  The  core  group  included  nurse 
care  managers  (three),  primary  care  clinicians  (five),  mental  health  specialists 
(six),  and  researchers  (eight).  Development  of  a  useful  suicidality  policy  emerged 
as  an  important  issue  during  CWG  discussions  of  the  support  required  for 
effective  collaborative  care.  In  both  TIDES  and  WAVES,  the  potential  for 
encountering  a  suicidal  patient  necessitated  careful  planning  of  a  suicidality 
response  policy.  Although  researchers  do  not  have  contact  with  VA  patients, 
depression  care  managers  participating  in  the  TIDES  quality  improvement  project 
do  face  the  probability  of  dealing  with  suicidal  patients.  In  WAVES,  research 
interviewers  encounter  VA  patients  in  the  course  of  conducting  the  evaluation  of 
the  TIDES  project.  Therefore,  the  CWG  fonned  a  suicidality  workgroup 
composed  of  a  subset  of  group  members  (including  care  managers,  clinicians, 
administrators,  and  researchers).  This  subgroup  developed  a  user-friendly  general 
policy  that  has  guided  the  study’s  response  to  suicidal  patients  and  to  research 
participants.  The  policy  also  can  be  modified  by  clinics  and  hospitals  to  guide 
their  suicide-risk  response.  Below,  we  describe  the  process  of  policy  development 
and  discuss  the  team’s  consensus  about  important  features  of  the  policy. 

Review  of  existing  site  policies 

To  ensure  consistency  of  study  procedures  with  pre-existing  site  policies,  the 
workgroup  researched  and  reviewed  individual  site  policies  at  nine  sites  as  a  first 
step.  Team  members  obtained  policies  from  five  participating  sites  (four  of  the 
nine  sites  did  not  have  fonnal  policies).  Group  members  were  asked  to  review 
their  respective  site’s  policies  and  to  focus  on  the  following  steps:  identifying  the 
existing  policy,  implementing  that  policy,  and  understanding  the  core  components 
of  a  successful  policy.  The  group  compared  existing  policies  and  documented 
gaps  in  those  policies.  The  group  pilot-tested  the  policies  by  attempting  to  follow 
them  as  written,  and  then  evaluated  how  well  the  policies  had  worked  and  what 
needed  to  be  changed  for  better  performance.  We  used  the  results  of  this  analysis 
to  infonn  the  study’s  suicide-risk  response  procedure. 

Specific  types  of  deficits  found  in  existing  policies 

The  initial  planning  step  revealed  that  suicide  risk  assessment  policies  differed 
widely  across  sites.  Although  most  sites  believed  that  they  had  an  adequate  policy 
in  place,  when  workgroup  members  tried  to  locate  and  implement  the  policies 
some  challenging  situations  arose.  Some  sites  had  already  developed  institutional 
policies  and  were  implementing  them,  while  some  had  not.  At  sites  with  existing 
policies,  some  policies  did  not  exist  in  written  form,  while  some  that  were  written 
contained  outdated  or  inaccurate  information,  such  as  disconnected  phone  numbers 
for  contact  persons  or  incorrect  descriptions  of  the  chain  of  responsibility.  In 
contrast,  other  sites  had  extremely  detailed  policies  that  described  with  precision 
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who  was  responsible  for  performing  which  tasks  under  which  circumstances  (e.g., 
one  policy  specified  the  type  of  music  to  be  played  by  the  phone  system  while 
transferring  a  call).  Group  members  found  it  was  preferable  to  use  an  easily 
accessible  policy  that  was  well-known  to  staff  members  and  that  contained  highly 
detailed  instructions.  This  held  true  especially  when  the  instructions  took  into 
account  such  pragmatic  concerns  as  what  would  happen  during  business  hours 
versus  during  off-hours.  Such  detailed  policies  also  provided  greater  confidence 
during  stressful  situations. 

“Do” 

Policy  development 

Workgroup  members  developed  or  adapted  site-specific  policies  as  needed. 
Clinicians  from  the  research  team  assisted  the  site  clinicians  with  implementing 
these  policies.  Development  and  implementation  of  a  policy  required 
communication  between  the  individual  clinicians  and  administrators  in  order  to 
gain  administrative  support  for  the  policy  and  to  ensure  that  it  fit  well  with  other 
site  policies  and  resources.  In  some  cases,  implementation  required  educating  the 
administrators  about  the  strengths  and  weaknesses  of  the  current  policy  and  the 
real  needs  of  the  institution.  Each  site  was  different  and  had  to  tailor  the  general 
policy  to  its  situation  (encompassing  staffing  levels,  after-hours  support,  etc.). 
Therefore,  policies  were  not  identical  across  sites.  These  differences  highlight  the 
flexibility  and  adaptability  of  the  process. 

“Study” 

After  researching  policies  at  their  respective  institutions,  workgroup  members 
met  to  review  and  discuss  each  policy.  This  group  discussion  generated  a  list  of 
policy  features  that  group  members  agreed  were  important  in  responding  to  the 
suicidal  patient.  The  issues  discussed  included  what  types  of  incidents  were  of 
concern  (e.g.,  any  spontaneous  mention  of  suicide  versus  direct  suicide  threat); 
how  to  evaluate  the  severity  of  the  incident;  who  should  be  involved  in  responding 
(e.g.,  is  it  necessary  to  include  a  mental  health  specialist;  is  it  necessary  to  involve 
a  physician  in  all  cases);  how  to  assess  the  patient  (e.g.,  with  a  standardized 
instrument,  a  computer-generated  screening  tool,  etc.);  and  how  to  document  the 
process  followed  (e.g.,  in  the  electronic  medical  record,  in  a  chart  note,  or  in  some 
other  manner).  Workgroup  members  identified  a  set  of  important  features.  To 
better  prioritize  the  perceived  importance  of  these  features,  CWG  members 
designed  a  Likert- type  scale  (Figure  2)  to  allow  group  members  to  rate  the 
importance  of  each  agreed-upon  feature  (1  =  lowest  importance;  5  =  highest 
importance).  Because  one  of  the  group’s  goals  was  to  address  pragmatic  concerns, 
members  also  were  asked  to  rate  the  feasibility  of  each  feature  along  a  similar  scale 
(1  =  lowest  feasibility;  5  =  highest  feasibility).  The  features  were  divided  into  five 
domains:  Personnel  (who  should  be  involved  in  responding  to  a  suicidal  patient), 
Criteria  for  Intervention  (how  and  when  the  policy  is  activated),  Documentation 
(how  assessments  and  interventions  are  documented),  Responsibility  (who  is 
defined  as  having  responsibility  for  actions),  and  Procedure  (how  the  assessment 
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Figure  2.  Sample  page  from  rating  form 


Suicide  Protocol  Implementation 

We  would  like  your  opinion  about  the  requirements  for  successful  development  of  a  suicide  protocol. 
Please  rate  each  item  below  on  a  scale  of  1-5,  with  1=lowest  importance  and  5=highest  importance 


1.  PERSONNEL 

1.  Intervention/evaluation  personnel  includes  a  mental  health  specialist: 

1  2  3 

least  important 

4 

5 

most  important 

2.  Intervention/evaluation  personnel  includes  an  M.D.: 

1  2  3 

least  important 

4 

5 

most  important 

3.  Intervention/evaluation  personnel  consists  of  a  mental  health  “team”: 

1  2  3 

least  important 

4 

5 

most  important 

4.  Intervention  personnel  includes  a  clearly  defined  chain  of  responsibility: 

1  2  3 

least  important 

4 

5 

most  important 

5.  Other: 

1  2  3 

least  important 

4 

5 

most  important 

II.  CRITERIA  FOR  INTERVENTION 

6.  A  “positive  screener”  is  used  to  trigger  an  intervention: 

1  2  3 

least  important 

4 

5 

most  important 

and  interventions  are  to  take  place).  Four  or  five  features  were  identified  in  each 
domain,  and  space  was  left  in  each  domain  for  respondents  to  add  “other”  or 
additional  criteria.  Rankings  were  performed  by  workgroup  members  (N  =  8), 
including  care  managers,  mental  health  specialists,  and  research  team  members. 
The  rankings  were  used  to  guide  final  policy  development.  They  are  expected  to 
differ,  depending  upon  the  organizational  context. 

Results  of  this  survey  identified  a  set  of  key  features.  The  following  labels 
were  given  the  highest  ratings  on  both  importance  and  feasibility:  “intervention 
personnel  includes  a  clearly  defined  chain  of  responsibility,”  “follow-up 
procedures  are  defined,”  and  “incidents  are  documented  in  the  progress  note.” 
Results  of  these  rankings  are  presented  in  Table  1. 


A  copy  of  the  entire  rating  scale  can  be  found  at  http://www.va.gov/tides_waves/. 


514 


Suicide  Risk  Response 


Table  1.  Mean  ratings  of  policy  features 


CRITERIA 

Mean 

Importance 

Rating 

Mean 

Feasibility 

Rating 

A  positive  screener  is  used  to  trigger  an  intervention 

4.2 

4 

A  computer  calculates  responses  and  automatically 
triggers  the  suicidality  protocol 

3.1 

3 

Spontaneous  mention  of  suicide,  self-harm,  or  persistent 
thoughts  of  death  are  criteria  for  protocol  trigger 

4.67 

4.1 

A  standard  assessment  is  used  to  determine  the  extent  of 
the  threat 

4.55 

4.4 

PERSONNEL 

Intervention/evaluation  personnel  includes  a  mental  health 
specialist 

4.78 

4.4 

Intervention/evaluation  personnel  includes  an  M.D. 

3 

3 

Intervention/evaluation  personnel  consists  of  a  mental 
health  "team" 

3.78 

3.13 

Intervention  personnel  includes  a  clearly  defined 
chain  of  responsibility 

5 

4.75 

DOCUMENTATION 

A  report  of  contact  is  used  to  document  incident 

2.4 

3.5 

A  documentation  form  is  individually  created  by  the 
site/program 

3.2 

2.875 

Incidents  are  documented  in  the  progress  note 

5 

4.625 

Incidents  are  documented  in  a  computer  system  designed 
by  the  site/program 

3.88 

2.625 

RESPONSIBILITY 

The  initial  contact  is  made  by  a  clinician 

4 

4 

A  notification  system  is  created  to  inform  higher  level 
personnel  of  incident 

4.11 

3.875 

In-person  assistance  by  a  mental  health  specialist 

3.44 

3 

Incident  reports/progress  notes  require  co-signatures 

4.22 

4.125 

PROCEDURE 

A  standard  battery  of  questions  is  asked  of  each  patient 

4.11 

4 

Standard  protocol  to  involve  police  if  necessary 

4.67 

4.5 

Site  protocol  interfaces  with  VAMC  protocol 

4.67 

4.375 

Follow-up  procedures  (referral,  note  to  primary  care 
provider,  etc.)  are  defined 

5 

4.75 

Note:  Bolded  items  were  those  rated  most  highly  for  both  feasibility  and  importance. 
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Development  of  research  study  suicidality  policy 

Based  on  the  recommendations  of  the  CWG  and  additional  research  project 
staff,  we  developed  a  suicidality  policy  for  WAVES  research  participants.  This 
policy  was  reviewed  and  approved  by  institutional  review  boards  at  participating 
sites.  In  the  WAVES  project,  342  (approximately  3  percent)  veterans  interviewed 
expressed  suicidal  ideation.  Of  these,  49  (about  14  percent)  were  transferred  to  a 
study  clinician  for  further  assessment.  Only  one  reportable  adverse  event 
ensued.11  No  revisions  of  the  policy  were  necessary.  We  interpret  these  statistics 
as  demonstrating  the  effectiveness  of  our  policy  for  the  WAVES  project. 

“Act” 

The  TIDES  depression  care  managers  have  instituted  suicidality  policies  that 
are  compatible  with  the  policies  of  the  medical  centers  in  which  they  work.  The 
WAVES  research  project  has  implemented  research-specific  suicidality  policies 
to  ensure  the  safety  of  research  participants.  In  both  cases,  the  policies  developed 
and  implemented  were  tailored  to  the  needs  of  the  situation.  Implementation  at 
participating  sites  will  continue  to  evolve  as  site  structures  change,  but  the 
recommendations  made  by  the  workgroup  allow  for  measurement  of  how  well 
policy  features  meet  current  needs. 


Recommendations 

Based  upon  the  experience  and  findings  of  the  TIDES  project  collaboration 
workgroup,  we  make  the  following  recommendations  about  the  development  of  a 
suicide-risk  response  policy: 

1 .  It  is  important  to  involve  clinicians  and  administrators  from  various 
disciplines. 

2.  The  policy  must  take  into  account  local  site  resources  (hours  of 
operation,  different  staffing  levels  at  times  of  day,  etc.). 

3.  The  policy  must  clearly  articulate  who  is  to  perform  which  tasks  in 
what  order. 

4.  The  policy  must  have  well-defined  follow-up  procedures  so  the  person 
who  initiated  the  procedure  is  assured  that  the  patient  receives  the 
prescribed  intervention. 

5.  Some  provision  for  documentation  must  be  made  to  facilitate 
communication  with  other  members  of  the  patient’s  treatment  team. 

6.  We  suggest  the  use  of  mock  patients  as  a  method  for  testing  the  policy. 
Preferably,  the  team  should  perform  more  than  one  test,  at  different 
times  of  day,  to  account  for  different  staffing  levels,  etc. 

Reviews  also  should  occur  after  institutional  changes  such  as  increases  in 
patient  load  or  reorganization  of  departmental  structures.  It  is  almost  inevitable 
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Table  2.  Summary  of  recommendations  for  developing  a  suicidaiity  policy 


Step 

Recommendations 

1.  Plan 

Form  working  group 

Group  composition:  multidisciplinary  stakeholder  group:  primary  care 
providers,  nurses,  mental  health  specialists,  administrators 

Establish  goals  for  the  team 

2.  Do 

Obtain  existing  policies,  formal  and  informal 

Establish  priorities  for  effective  policies 

Evaluate  existing  policies  to  establish  strengths  and  weaknesses  (using 
rating  form) 

Assess  performance  with  “mock”  patient 

Design  policy  based  on  evidence  obtained 

3.  Study 

Implement  policy 

Dissemination  throughout  medical  center  (CE,  staff  meetings,  policy 
directives,  etc.) 

4.  Act 

Sustain  policies  in  real-world  settings 

that  such  testing  will  reveal  some  problem  with  the  policy.  Therefore,  the  team 
must  be  willing  to  invest  the  effort  required  to  address  these  problems,  which  may 
be  as  trivial  as  finding  the  new  pager  number  for  the  resident  on  call  or  as 
complex  as  clarifying  which  department  will  ultimately  admit  the  at-risk  patient. 

It  is  important  to  remember  that  final  policies  require  an  approval  process,  and 
that  approval  should  rest  upon  a  plan  for  educating  all  relevant  staff  about  the 
details  of  the  policy  and  their  roles  in  its  use.  This  plan  should  ensure  that  suicide 
prevention  is  included  in  new  employee  orientation  sessions,  clinic  manuals,  and 
periodic  employee  education  seminars.  Because  one-on-one  education  by  opinion 
leaders  is  especially  powerful,  it  is  important  to  identify  one  or  more  workgroup 
members  as  local  experts  who  can  answer  the  inevitable  questions  and  concerns 
as  they  arise.  This  is  likely  to  improve  results.  It  is  best  for  this  expert  to 
periodically  review  the  policy  for  feasibility,  especially  after  institutional  changes 
such  as  reorganization  of  departmental  structures. 

These  results  emphasize  the  high  value  put  on  a  clear  chain  of  responsibility, 
effective  communication,  and  reliable  documentation  when  dealing  a  suicidal 
patient.  A  chain  of  responsibility  not  only  makes  it  clear  who  is  ultimately 
responsible,  but  also — and  just  as  important — assures  staff  that  a  plan  has  been 
thought  out  ahead  of  time  and  that  support  exists  for  them  during  highly  stressful 
clinical  encounters.  Likewise,  having  defined  follow-up  procedures  reassures 
clinicians  that  someone  with  specialized  training  will  provide  care  for  the  patient 
even  after  the  imminent  crisis  has  been  managed.  Finally,  the  high  value  placed 
on  documenting  actions  in  the  progress  notes  shows  the  importance  of 
communication  that  allows  all  members  of  the  treatment  team  to  have  access  to 
the  infonnation.  For  example,  if  a  patient  is  hospitalized  over  the  weekend 
because  of  suicidal  thoughts,  the  patient’s  clinician  will  benefit  from  having  that 
information  readily  available  on  Monday  morning. 


517 


Advances  in  Patient  Safety:  Vol.  3 


It  is  encouraging  that  the  items  rated  most  highly  on  importance  were  also 
rated  most  feasible.  Thus,  in  the  experience  of  our  group  members,  the  existing 
VA  infrastructure  provides  enough  support  to  make  feasible  a  clearly  defined 
chain  of  responsibility,  a  well-thought-out  follow-up  plan,  and  a  consistent  form 
of  documentation. 

Policies  for  threatened-suicide  management  in  VA  clinics  can  show  wide 
variations  and  implementation  difficulties.  Locally  adapted  policies  sharing 
common  key  features  can  be  developed  using  a  threatened  suicide-management 
policy  development  tool.  Evaluation  of  the  effectiveness  of  the  final  policies  is 
ongoing,  and  should  be  a  routine  part  of  large-scale  QI  efforts  such  as  this. 

Limitations 

This  study  was  designed  as  an  evidence-based  QI  method.  We  described 
development  of  a  suicide  prevention  protocol  as  one  important  piece  of 
TIDES/WAVES.  This  project  was  conducted  by  VA  personnel  within  VA 
facilities.  We  would  expect  the  process  to  occur  differently  and  to  have  somewhat 
different  results  in  other  settings.  However,  the  general  process  of  deciding  on 
priorities  and  adjusting  policies  on  the  basis  of  real-world  performance  is  flexible 
enough  to  be  adapted  to  a  wide  range  of  settings.  The  specific  policy  features  are 
likely  to  be  relevant  to  other  large  not-for-profit  managed  care  organizations,  and 
possibly  to  primary  care  practice  networks.  However,  they  are  less  likely  to  apply 
to  small  independent  primary  care  practices.  Our  data  on  policy  importance  and 
feasibility  are  qualitative  and  are  best  used  as  a  starting  point  for  quality 
improvement. 

Our  results  for  the  sites  participating  in  the  TIDES/WAVES  projects  represent 
a  range  of  geographic  and  organizational  characteristics.  The  personnel  involved 
came  from  various  facilities,  ranging  from  relatively  large  inpatient  medical 
centers  to  smaller  outpatient  clinics.  Despite  the  differences  in  size  and  resources 
available  to  them,  participants  were  able  to  reach  a  consensus  on  the  important 
aspects  of  suicide  policy  development.  This  observation  suggests  that  certain 
common  features  exist  across  a  variety  of  settings.  Suicide  is  especially  pertinent 
to  the  VA  population  of  older  males,  but  it  is  by  no  means  a  problem  unique  to  the 
VA.  Some  adaptations  would  have  to  be  made  in  terms  of  the  details  of  a 
suicidality  policy  (e.g.,  non-VA  settings  may  not  have  access  to  an  electronic 
medical  record,  so  documentation  would  have  to  follow  whatever  process  was 
most  appropriate  for  the  site).  However,  our  general  recommendations  would 
adapt  to  other  facilities. 


Conclusion 

The  standard  of  care  for  today’s  health  care  system  should  include  highly 
functional  and  integrated  systems  to  respond  to  the  suicidal  patient,  wherever  he 
or  she  initially  presents.  Development  of  a  working  institutional  suicidality 
response  policy  requires  a  cooperative  effort  among  clinicians  and  administrators. 
When  the  policy  has  been  established,  it  is  imperative  to  test  it  for  practicality 
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before  finalizing  it.  After  the  policy  has  been  finalized,  staff  must  be  made  aware 
of  its  existence  and  educated  about  their  designated  roles  in  implementing  it. 
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